
consisting of stavudine, lamivudine, and efa-
virenz, was started 14 days after initiation of
antimycobacterial therapy. The skin lesions
resolved completely.

Seven weeks later he was readmitted with
fever. Examination was unremarkable. Inves-
tigations showed total white count 18.2 ×
109/l, with monocytes 15.2 × 109/l; CD4
count 70 cells × 106/l, and HIV viral load
10 700 copies/ml. Five days after admission
new painful skin lesions appeared on his arms
and legs. These were tender, erythematous,
and had a pustular centre (fig 1B). The
monocyte count peaked at 43.2 × 109/l on the
sixth day. Aspiration of pus from a skin lesion
revealed multiple AFB; MAC was subse-
quently cultured. Antimycobacterial therapy
was intensified with addition of rifabutin,
intravenous amikacin, and prednisolone (60
mg once daily reducing to zero over 14 days).
The skin lesions resolved completely over 10
days as did the neutrophilia and monocytosis.
Amikacin was stopped after 2 weeks. The
patient remains well 8 months later.

The recurrence of disseminated MAC
infection in our patient illustrates dramati-
cally the impact of HAART on the clinical
course of this disease. The highly inflamma-
tory skin lesions that developed occurred at a
higher CD4 count after HAART and diVered
significantly from the indolent lesions (more
typical of cutaneous MAC infection in
patients with advanced HIV disease) with
which he originally presented. The appear-
ances of these lesions together with the
contemporaneous leukaemoid response sug-
gest a diVerent immunopathological pro-
cess.4 5 This case illustrates the increasingly
protean manifestations of immune reconsti-
tution disease. Clinicians caring for patients
with previously documented MAC should be
aware of this phenomenon if HAART is
commenced.
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Detection or treatment: which outcome
measure?

EDITOR,—The report by Rogstad et al1 is a
timely description of the problems associated
with the management of patients diagnosed
with genital chlamydial infection within and
between established healthcare settings. The

inappropriate or inadequate treatment, low
rates of partner notification, and lack of
referral to genitourinary medicine (GUM)
clinic described were similar to the observa-
tions made in two recent studies. An investi-
gation in Merseyside family planning clinics
(FPC) showed that of 80 infected patients
identified (n = 958) only 34% were treated
within 1 month of diagnosis, 24% had no
proof of treatment, and 13% never found out
they were infected.2 Similarly, a study of 112
women diagnosed with Chlamydia trachoma-
tis attending FPCs showed that only 48%
were known to have been treated 3 months
after the test had been carried out.3 If
diagnosis does not result in immediate treat-
ment, patients can be lost to follow up. In
turn, this can result in poor rates of partner
notification, an increased likelihood of fur-
ther transmission, a reduction in the impact
of testing on disease incidence, and an
increased risk of complications. In GUM
clinics, diagnosis generally results in treat-
ment and consequently surveillance data
derived from this setting, the KC60 dataset,
can be used as a measure of treatment
success. In contrast, the above studies
suggest that a proportion of diagnoses made
in primary care may not be treated. This
questions the validity of using diagnosed
infection as an outcome measure for evaluat-
ing sexual health intervention in primary
care. It also emphasises the significant role of
clinical audit in the improvement of the
quality of patient management.

Ultimately the eVectiveness of intervention
should be measured in terms of a reduced
prevalence of pelvic inflammatory disease
and associated sequelae.4 However, other
more pragmatic outcome measures may need
to be used. The UK NHS C trachomatis
screening pilot is evaluating the feasibility and
acceptability of opportunistic screening in
primary and secondary healthcare settings in
two health authorities.5 Three of the primary
outcome measures that are being evaluated
are the number of positive diagnoses, the
proportion of the positive diagnoses treated,
and the rate of patient or provider led partner
notification. In the pilot, patient management
has been improved by recalling positive
patients to a centralised community oYce
staVed by GUM health advisers. Preliminary
data indicate that out of 900 positive patients
identified through the Wirral arm of the pilot,
treatment was not confirmed for 40 (4.4%)
patients. Separate studies in Liverpool are
also evaluating how patient management
could be enhanced by GUM health advisers
working in outreach sessions in a community
FPC (AMCW) and a department of obstet-
rics and gynaecology (T Gleave, submitted to
British Journal of Family Planning). Results
from these studies will provide further
evidence to guide the development of patient
management and the outcome measures that
could be used to assess future intervention
strategies.
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Obituaries

EDITOR,—The obituaries of three physicians,
Ambrose King, Eric Dunlop, and David
Oriel, appeared in quick succession in your
columns.

By the time I started training in venereol-
ogy, as it was then called (not a bad name
incidentally because it means the science of
the act of love which encompasses STIs, col-
poscopy, HIV disease, and sexual dysfunc-
tion) at the Whitechapel Clinic of the London
Hospital in 1973 Ambrose King had already
left. However, the clinic still sparkled (not
physically you understand) from his inspira-
tional radiance and he was spoken of in
hushed, reverential tones.

Eric Dunlop was the senior physician at
that time. To a very junior doctor he was lit-
erally an awe inspiring figure. By today’s
standards he did not educate or teach. Rather
you were well aware that he had laid a
“golden egg” and that there was a touch of
colour and brilliance in his research work and
lectures. I was taught basic day to day vener-
eology by the senior charge nurses at that
department. Eric Dunlop’s meticulousness
was legendary. We took nine specimens from
each woman to screen for Chlamydia tracho-
matis (including three cervical curettings)
and a cervical biopsy. The purpose built
Dunlop-Jones male urethral curette was a
most eYcient method of obtaining chlamy-
dial material, although its contemporaneous
thalamic overstimulation did not endear it to
the patients. This meticulousness transferred
itself to one’s own attitude to research, and
many of us also aspired to achieve Eric Dun-
lop’s larger than life persona and facility for
developing newer ideas (never really worked
for me!).

I later worked for David Oriel. He made
advances by quietly yet relentlessly pushing
away at the broad front of research and clini-
cal medicine. He was attracted by many of the
sensible, practical, therapeutic approaches of
our American colleagues—for example, ben-
zathine penicillin for syphilis, doxycycline for
chlamydia, which were far from routinely
practised in the United Kingdom at that time.
David Oriel also insisted on each set of clini-
cal notes being audited on a daily basis. This
was in 1978, well before clinical audit became
routine.

Both Eric Dunlop and David Oriel were
wholly generous and encouraging to a young
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